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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: Connecticut

COVERAGE AND CONDITIONS OF ELIGIBILITY

Citation(s) Groups Covered

B. Optional Coverage other Than the Medically Needy

1902 (e) (12) of the Act X 21.

2920Aa of the Act X 22.

(Continued)

The following reasonable classifications
of children described above who are
under age (18, 19) with family
income at or below the percent of the
Federal poverty level specified for the
classification:

(ADD NARRATIVE DESCRIPTION(S) OF THE
REASONABLE CLASSIFICATION(S) AND THE
PERCENT OF THE FEDERAL POVERTY LEVEL
USED TO ESTABLISH ELIGIBILITY FOR EACH
CLASSIFICATION.)

A child under age 19 (not to exceed
agel9) who has been determined eligible is
deemed to be eligible for a total of 12
months (not to exceed 12 months) regardless
of changes in circumstances other than
attainment of the maximum age stated above.

Children under age 19 who are determined by
a "qualified entity" (as defined in
1920A (b) (3) (A)) based on preliminary
information, to meet the highest applicable
income criteria specified in this plan.

The presumptive period begins on the day
that the determination is made. If an
application for Medicaid is filed on the
child's behalf by the last day of the
month following the month in which the
determination of presumptive eligibility
was made, the presumptive period ends on
the day that the State agency makes a
determination of eligibility based on
that application. If an application is
not filed on the child's behalf by the
last day of the month following the
month the determination of presumptive
eligibility was made, the presumptive
period ends on that last day.
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